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Corrective aclion included romoving the pertable :
, space heaters and raplacing the burned out light.
{2) The cnqditton of the ghysmal plant and the This action was completed on 4/5/2010 by the
overall nursing home e_nvnm_nment must be Dirsctor of Maintenance, '
developed and maintained in such a manner that
the safety and well-heing of residents are The entire bullding was inspected fer poriable
assured - : space heaters and burned out lights on 4/5/2010.
’ Also, a staff inservice was completed 4/13/2010
i tothe Quallty Assurance Committee to discuss
i this deficient praclice.
L
This Rula is not mat as evidenced by: 1 As for the measures put inle place to ensure this
Based on observation it was determined the i prach;:e ddoes nof recur, a siaff in-service was
, ! . i completed on 4/15/2010 by lhe RN Nurse
facility falled to cormply woth the state buliding +  Educator regarding bumed oul lights and poriable
standards. I space heaters. Addilionally, dally rounds will be
: 1 completed Monday - Friday by Ihe Director of
The findings included; { Maintenance or designee. The reunds will
l continue weekly x4, monthly x2, and then
. . . rierly
During the facllity tour an 4.5.10 the following L . :
i i ; 1 As for monitoring to ensura deficient praclice
dgﬁcnenmes w,ere noted and veriiied by the does not tecur, ail results of the rounds will be
Director of Maintenace. teported to the Quality Assurance mealing
{ . monthly for analysis of findings. The Quality
At 10:06 AlYi, observation of the DON office and Assurance Team consists of the foll;wi(r;g:
the baauty shop revealed portable space heaters gg#ﬁhg‘;ﬁ;ﬂc;g‘:“é‘fg:g;reges rilivode
being used. Tennessee Department of Health Dietary Directar, Activities Director, Admissions
1200-8-6-,.08(2) Coordinator, MDS Coordinator, and Human
I Resources Manager.
At 10:30 AM, observation of the outside electrical ;
room ravealed a light was burn out. TDOH
1200-8-8-.08(2)
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